youngest brother had two children, both of whom had had fractures. The eldest of the three was the only one who had plugs of wax in his ears. Sir JAMES DUNDAS-GRANT said he hoped a diagnosis of otosclerosis would not be expressed rashly, as many held it to be equivalent to a death warrant. He had seen many cases in which the expected progression to stone-deafness did not happen, the condition became stationary, and some even seemed to improve. Some of the cases might not have been pure otosclerosis; the same kind of deafness and most of the symptoms of the condition could be produced by catarrhal changes. In the schedule the Eustachian tube condition was omitted. A condition of otosclerosis was that the tubes should be free. If catarrh was present, the case was not one of pure otosclerosis. A hopeless attitude should not be taken up on first seeing the case, and time should often be allowed for trial treatment to have effect before making a pronouncement. He tested after inflation to see whether there was any improvement, and he often placed in the hands of the patient, for self-use, a Politzerizing apparatus; in which the addition of chloroform vapour caused better penetration. In some cases he had had to postpone and even abandon the diagnosis of otosclerosis. The otosclerotic patient was liable, like everybody else, to catarrhal conditions, which were apt to be neglected, Thirty years ago he saw a patient who had the typical features of otosclerosis. She had married, and had assured him (the speaker) that the birth of her children had had no detrimental effect. Recently he had seen her again, and found her deafness worse. He had, however, put her in possession of the inflating instrument to use for herself, and she had now written to say that her friends had noticed an improvement in her hearing.
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His own observations supported those of Mr. Jenkins that the conditions in osteitis deformans were different from those in otosclerosis. In his (Sir James's) cases ' there was narrowing of the Eustachian tubes, in one there was also immobility of the malleus.
Dr. J. S. FRASER (Chairman) said he did not think that inflammation was the " be-all and end-all " of otosclerosis, but it could not be entirely left out of account. Mr. Richard Muir, of Edinburgh, an expert pathologist, when he examined specimens from his (the speaker's) cases of otosclerosis, had concluded that otosclerosis was a chronic inflammatory affection. [Slides shown.] In all the cases from which these slides were taken the patients had suffered from middle-ear disease, and all had demonstrated conditions which, if not otosclerosis, were certainly closely allied to it.
As Professor Mayer had said, otoselerosis was very common. If it was admitted that the six cases, of which he showed specimens, were suffering from otosclerosis it was only right to state that he (the President) had examined two hundred cases histologically. He did not think, however, that 3 per cent. of the population had otosclerosis; Dr. A. Albert Gray had put the frequency at O * 5 per cent. It therefore required a little more than the normal incidence of the disease to explain changes analogous to otosclerosis in six out of two hundred cases examined.
Dr. LOWNDES YATES (in reply) said it was important to attack the problem of the oetiology of otosclerosis by a study of cases in which the signs fulfilled the accepted clinical definition of the disease, because it was clear that what clinicians called ostosclerosis was a condition not yet sufficiently defined. It seemed to him that cases which fulfilled the present clinical and pathological definition were not necessarily examples of the same disease. He had discussed in his paper cases which fell within the clinical definition. THE object of the technique about to be described is to obtain, by one manipulation, obliteration of the cavity left in the miastoid bone at the radicalor partial radical-mastoid operation.
This objective is achieved by inserting into the cavity a " tongue ". derived from the temporal muscle.
For several years I bave been using muscle grafts. In the first cases isolated grafts from the rectus femoris were used. A portion of muscle of suitable size was aut and inserted into the cleansed mastoid cavity. A plastic operation was performed on the meatus and the posterior wound was closed.
Four patients were operated on by this method, but in one case the graft died and had to be removed. The results in the others were good and all wounds were healed in under two months.
The amount of discharge from the meatus in these cases was very small, and was derived from the healing attic and middle ear. No discharge could be sucked from the mastoid region, and this suggested that the plastic operation on the meatus could, with safety, be omitted. The question of the viability of the detached graft was also settled, but, as in one case, death of the graft took place, it seemed advisable to use a graft which could be left attached to its parent. The temporal ...._.. .   FIG. 1. -Mastoid cavity with the temporal muscle exposed above.
muscle was the obvious one to use. No difficulty was found in exposing, without increasing the incision, a sufficient area of muscle and bringing a tongue of it down to lie snugly in the cavity. The exact technique of the operation is as follows: The ordinary mastoid operation is performed, care being taken, by using sharp gouges and chisels only, and avoiding the use of burrs and rasps, to avoid unnecessary injury to the bone. The posterior wall of the bony meatus is freely excised, partly to be certain that all diseased cells in this region are removed, and partly so as to obtain subsequently close contact of the graft with the replaced sot meatus. The Eustachian tube is closed by tucking in the mucous membrane to form a plug. Great care is taken not to interfere with the inner wall of the middle ear, as any interference of the stapedial region may result in subsequent loss of hearing. The mastoid cavity is cleansed with peroxide of hydrogen and dried. By retraction and slight dissection a considerable area, at least one square inch in extent, of temporal muscle is exposed ( fig. 1 ) and separated from the underlying bone with an elevator (fig. 2) . With a clean sharp scalpel a tongue of the muscle is cut, half a semilune in shape, and left attached at its anterior end. At the anterior end the fascia over the muscle is carefully divided by a vertical incision. The tongue can then be brought down to some extent towards the, cavity, but to enable it to lie snugly in the cavity some of the fibres must be divided, and this is done until the graft lies perfectly, without any tendency to jump out ( fig. 3) .; Care must be taken not to divide the muscle too far forward, or else the temporal vessels may be cut. The meatus is then replaced and the skin incision closed. A plug soaked in paroleine is placed in the meatus. A pad is firmly bandaged over the temporal region to prevent hmmorrhage from any small cut vessel in the muscle. On the second day the meatal plug is removed, the canal and middle ear are cleansed with peroxide and the plug is replaced. Subsequent treatment consists in syringing with dilute perchloride of mercury solution and the use of peroxide. All after-treatment is painless.
The cut bone of the attic region has to heal, and this takes a variable time. The discharge which comes from it during the healing process is, however, very small and causes no discomfort to the patient.
The method can also be applied to cases in which the middle ear can be left undisturbed except for removal of the incus, as recommended by Mr. Jenkins. In these cases I remove the bridge and extract the incus under direct vision. The graft is then inserted as before. The healing is very rapid, and usually complete in a few days.
The hearing results are good, and all cases are improved. The advantages of the method are
(1) The mastoid cavity is completely filled with living muscle, which attaches itself to the bone, and thus complete obliteration of the cavity is obtained.
(2) The meatus is not divided, so that the after-treatment ispainless, and the patient is saved the slow healing of the cut meatal cartilage.
(3) Healing is very rapid. All the radical cases have healed in under two months, and most in six weeks. Even during this time the discomfort is of the slightest as the discharge is so small. In the partial cases healing is complete in a few days.
Fat Grafting in Mastoid Surgery.
By DOUGLAS GUTHRIE, M.D.
[ABSTRACT.] AN autogenous graft of muscle or fat is frequently used by the general surgeon to fill up a cavity in bone, created by excising a diseased area. Apparently this principle has not been adopted to any extent by the aural surgeon in dealing with mastoid cavities. A brief record of personal experience of the method in ten cases (all of children under 8 years) mav be of interest. The cases fall under three headings: (1) Mastoid fistula; (2) chronic middle-ear suppuration; (3) acute mastoiditis.
(1) Two CASES OF MASTOID FISTULA. As the result of a mastoid operation there may be a deep depression behind the ear, or even a small fistula leading to a dry lined cavity. It is unsightly, difficult to keep clean, and liable to reinfection. The ideal treatment is to excise the fistula by an elliptical incision, dissect up the edges, remove the lining of the cavity, and implant a piece of fat, from the thigh or buttock, just large enough to raise the skin to the desired level.
